with lower socio-economic status and presence of co-morbidities.
The two latter points might explain the results reported by Cherry et al., meaning that the intoxicated casualty is more likely to be provided with a temporary/definitive airway irrespective of acute injuries. Although the impact of social detriments on trauma care cannot be derived from the data presented, lower socio-economic status is known to trigger early demission from hospital to home. Last but not least, intoxicated drivers tend to be of younger age compared to other injured drivers in emergency department samples. This is consistent with Cherry's sample and might explain the trend of decreasing mortality in the intoxicated sample. Age, in fact, is not represented in the injury scores used by Cherry et al., although it does evidently affect injury outcomes.
In conclusion, the current evidence does not support either of the proposed impacts of alcohol as a protective or non-protective agent with respect to injury outcomes. Despite the independent effect of alcohol on crash risk, future studies should focus on the alcohol-injury-complex irrespective of injury mechanism. In fact, inclusion criteria based on alcohol-levels lead to strong selection biases since drunk-drivers are predominantly male, young, and healthy. Representative samples and multivariate analyses are required to quantify (differentiate!) the impact of acute intoxication and chronic alcohol disease, age group and gender, co-morbidities, and socioeconomic status (e.g. access to health care, insurance status). The latter is believed to have a major impact, although it has been neglected in many previous investigations. Last but not least, drinking alcohol is evidently associated with other risky attitudes, habits, and behaviors (e.g. smoking), all of which may substantially affect injury outcomes. Large-scale studies that control a broad spectrum of injury-independent variables are needed to understand the
